During the past 5j years 150 patients with duodenal ulceration have been treated by total abdominal vagotomy and Weinberg pyloroplasty. All patients have been reviewed at least once personally after operation and followed sixmonthly by questionnaire.
Papers [Abridged]
The Evaluation of Recurrent Symptoms after Vagotomy and Pyloroplasty by J Alexander Williams chM FRcs (General Hospital, Birmingham) During the past 5j years 150 patients with duodenal ulceration have been treated by total abdominal vagotomy and Weinberg pyloroplasty. All patients have been reviewed at least once personally after operation and followed sixmonthly by questionnaire.
The three main post-operative complaints were diarrhoea, heartburn and recurrent indigestion. Diarrhoea was moderate in 18 (12 %) and severe in 3 (2%); it is not considered further in the present report. Transient heartburn was experienced by 36 (24%) of the patients; in only 3 (2 %), however, was this a serious symptom, sufficiently severe to be considered with the group experiencing recurrent dyspepsia. Twentytwo patients (15 %) at some time during the follow-up period complained of indigestion similar to that experienced with the original ulcer but in only 13 (8-5 %) was this persistent and sufficient to warrant investigation. These 13 patients, plus 2 of those with severe heartburn, were studied to determine (a) the cause of their dyspepsia and (b) a rationale for further treatment. The value of .the insulin test and barium meal examination in these 15 is now considered.
Insulin Test
Positive: Seven patients had an incomplete vagotomy as judged by an insulin test positive in the first hour. Three of these 7 have been treated subsequently by transthoracic vagotomy and cured of their symptoms; one other has declined further operative treatment and one is awaiting admission. Two did not have definite X-ray identification of a recurrent ulcer; they were not cured of their symptoms after a transthoracic vagotomy (insulin test now negative); both have subsequently been discovered to have gall-stones which were not present at the time of the original operation.
Negative: Eight patients had a negative response to the insulin test in both the first and second hours. In 3 of these patients there was a persistently high basal acid secretion and positive radiological evidence of recurrent disease (stenosis in all 3 and an ulcer crater in 2). At re-operation no pancreatic tumour was found. All 3 have been treated by antrectomy with relief of symptoms and with hypochlorhydria.
Two patients with radiological evidence of stenosis but no ulcer crater have had low basal acid secretion. One was treated by Billroth II gastric resection with relief of symptoms; the other had a re-pyloroplasty beyond the stenosis but now has recurrence of symptoms.
Three further patients with negative insulin tests and no radiological evidence of stenosis or ulceration have low basal and histaminestimulated acid secretion. In 2 of these there is free cesophageal reflux but no hernia and these patients are thought to have symptoms due to cesophagitis; in neither has this been confirmed by cesophagoscopy.
X-ray
The important radiological findings after pyloroplasty are an ulcer crater and stenosis. In 8 patients there were positive radiological findings. An ulcer crater was identified in 6; this was subsequently confirmed at operation in all but one. Stenosis was diagnosed in 5 and all were confirmed at operation.
The findings on barium meal were negative in in 7 patients. Three of these with incomplete vagotomy have been treated by transthoracic vagotomy and only one has been relieved of symptoms. 
Conclusions
(1) In about half the patients complaining of indigestion after vagotomy and pyloroplasty there is evidence of recurrent ulceration.
(2) Recurrent ulceration is not always the result of an incomplete vagotomy.
(3) An incomplete vagotomy does not always mean that symptoms are due to recurrent ulceration.
(4) Gall-stones may develop after vagotomy. (5) Patients with positive radiological evidence of stenosis or recurrent ulcer respond well to an appropriate second operation. (6) The insulin test result indicates whether antrectomy or transthoracic vagotomy is appropriate.
Ruptured Aortic Aneurysm as an Abdominal Emergency
by G Slaney chM FRCS and F Ashton chM FRCS (Department ofSurgery, Queen Elizabeth Hospital, Birmingham) The surgical management of ruptured abdominal aortic aneurysm remains a formidable challenge with an operative mortality rate of 50-70% or more in most published series (Gaspar 1963 , Kouchoukos et al. 1967 . We now report our experience with 50 cases of ruptured abdominal aortic aneurysm treated during the past five years. This series is completely unselected and we have attempted to salvage every patient who was still alive when first seen.
Presenting Signs and Symptomns
All 50 patients had a pulsatile abdominal mass but in a few it was difficult to feel and most of the patients had severe abdominal pain, often radiating through to the back. Eighteen of the patients had gastrointestinal symptoms consisting of nausea or vomiting, colicky abdominal pain, constipation or diarrhoea; abdominal distension was variable. These symptoms were severe enough in one patient to mimic those of intestinal obstruction.
Thirteen, one-quarter of the cases, had renal type symptoms with severe pain in the back radiating to the loin, groin or testicle, usually the left. Several of these patients were thought to have renal or ureteric colic due to calculus and this is a common error (Szilagyi et al. 1961 , Mannick et al. 1964 , Barrat-Boyes 1957 , Martin 1965 .
In 12 patients the onset of symptoms was so dramatic, with severe pain, collapse and abdominal rigidity, that a perforated peptic ulcer or pancreatitis was suspected. Five of these patients had an exploratory laparotomy elsewhere and survived subsequent transfer to our hospital. Two patients presented with strangulated inguinal hernias and one of these in addition to his ruptured aneurysm had a gangrenous cwcum in the hernial sac. Two patients had extensive bruising in the loin and perineum respectively, due to extravasation of blood.
The symptoms and signs may therefore resemble those of any abdominal emergency, However, the diagnosis is usually simple if the triad of severe abdominal pain associated with shock and a pulsatile abdominal mass is remembered; shock is not invariable. In cases of doubt an abdomihal X-ray may demonstrate curvilinear calcification in the wall of the aneurysm or a retroperitoneal mass. Sudden death is unusual: half our 50 patients had acute symptoms for twenty-four hours or longer; four or them for seven days prior to rupture. Thus there is usually time to intervene while the patient is in good condition, if the diagnosis is borne in mind ( Barrat-Boyes 1957 , Mannick et al. 1964 , Szilagyi et al. 1961 .
Hypotension: Fifteen or almost one-third of the patients had a systolic blood pressure below 100 mmHg on admission and only 5 of them survived. These deaths accounted for almost half the mortality of the entire series and hypotension is of serious prognostic significance as previously noted by others (Gryska et al. 1961 , Vasko et al. 1963 , Mannick et al. 1964 , De Bakey et al. 1964 , Kouchoukos et al. 1967 . Results (Table 1) Two patients had ruptured suprarenal aneurysms, one of whom survived. The remaining 48 aneurysms were infrarenal and of 42 patients with a complete aortic rupture and a large retroperitoneal hxmatoma, 20 died. In the remaining 6 patients, who had an emergency resection, the wall of the aneurysm was either cedematous or demonstrated local bile staining and intramural hTemorrhages but there was not a retroperitoneal h?ematoma; all 6 survived operation and were 
